Smoking in pregnancy is associated with adverse pregnancy outcomes, such as low birth weight, preterm birth, and perinatal death. Despite widespread public awareness of the deleterious health effects of cigarette smoking, up to a quarter of women in developed countries smoke during their pregnancies. In this hermeneutic phenomenological study, the meaning and experience of smoking in pregnancy were explored. Data were collected through interviews with eight pregnant women from the Canadian province of Newfoundland and Labrador. Four main themes were identified in the participants' stories, namely living in a smoking world, suddenly finding myself on a moral low road, navigating my own way to a high road, and not preparing for postpartum smoking pitfalls. Smoking was perceived to be salubrious and the participants painted a picture of dealing with smoking in pregnancy as a daunting, lonely endeavor that required life-altering solutions. With a better understanding of what smoking means to pregnant women who smoke, nurses can help these women forge a new and lifelong way to health and wellness.
Introduction
Cigarette smoking in pregnancy is an important, preventable behavior associated with low birth weight, preterm birth, and perinatal death [1] . Gestational smoking has also been implicated as a concomitant factor in childhood obesity [2] , asthma [3] , recurrent lower respiratory tract infections [4] , otitis media [5] , sudden infant death, behavioral problems, neurocognitive deficits, and adolescent smoking [6] .
Despite an abundance of smoking prevention and cessation interventions, as well as widespread public knowledge of the risks of smoking, maternal smoking is a substantial, global public health problem. Estimates of gestational smoking range between 6% and 22% in high-income countries, but the burden of smoking in pregnancy is starting to shift from high-income nations to low-and middle-income nations [1] [7] . Within developed countries, prevalence rates of gestational smoking have plateaued and remained high among socially disadvantaged groups, such as indigenous and low-income populations [6] . For example, in Canada, 11% of pregnant women report smoking, but the number climbs to 20% among low-income women [8] and soars to 61% -82% for Aboriginal women [9] - [11] . Furthermore, researchers availing of serum cotinine levels have shown that 23% to 28% of pregnant smokers do not report their tobacco use due to the stigma attached to the behavior [12] . Therefore, the true prevalence of gestational smoking may be higher in spite of extensive efforts to curtail smoking.
Although a plethora of studies have been conducted on the prevalence, etiology, pathophysiology, prevention, and treatment of gestational smoking, relatively few studies have taken a qualitative approach to examining the problem. Within the realm of qualitative research in this substantive area, some studies were carried out more than 20 years ago [13] [14] and others focused solely on specific populations, namely adolescents [15] and lowincome women [16] - [18] . In addition, several researchers examined aspects of the experience of smoking in pregnancy, such as pregnant smokers' views on prenatal smoking cessation interventions [19] - [21] , attempts at quitting, knowledge and concerns about health risks associated with gestational smoking [22] , and smokingrelated stigma [23] . Another qualitative inquiry involved a retrospective exploration of gestational smoking 2 to 3 years post-pregnancy [24] .
A literature search of 10 databases (i.e., PubMed, Cochrane Library, MEDLINE, CINAHL, EMBASE, Web of Science, Scopus, Sociological Abstracts, PsycINFO, and ERIC) for English language studies carried out in the last 20 years, using the keywords pregnancy or gestation and smoking, only yielded one qualitative study that investigated pregnant women's entire experience of smoking [25] . The study revealed three major themes: pregnancy as a context for stopping smoking; returning to smoking; and social pressures on smoking behavior. One phenomenographic study was also found, which focused specifically on variation in the way pregnant women make sense of smoking during pregnancy [26] . Five different ways in which pregnant women were making sense of gestational smoking were discerned: smoking can be justified; will stop later; my smoking might hurt the baby; smoking is just given up; and smoking must be taken charge of. Neither study used a hermeneutic phenomenological approach, which examines in-depth the hidden meaning of the whole experience. Therefore, the purpose of the current hermeneutic phenomenological study was to explore the meaning and the totality of the lived experience of smoking in pregnancy.
Methods
vanManen's [27] approach to hermeneutic phenomenology was used to guide this study. Hermeneutic phenomenologists seek to understand the meaning of everyday experiences [27] , which produces practical knowledge and promotes reflective practice [28] . In keeping with hermeneutic phenomenological methodology, the research question for this study was: What is the meaning and experience of cigarette smoking for pregnant women?
Setting
The study was conducted in the province of Newfoundland and Labrador (NL), Canada. The provincial rate of gestational smoking hovers around 10.6% [8] [29] , but it is higher in central and north east Labrador (i.e., 44% -53%) where the majority of Aboriginal people smoke [30] - [32] . Among the members of Healthy Baby Clubs, which provide services to socioeconomically disadvantaged pregnant and postpartum women in NL, 43% report gestational smoking and of these women, only 26% quit smoking during pregnancy [31] . Smoking in pregnancy was recently in the provincial news because it was identified by the Alliance for the Control of Tobacco in NL as a priority area [33] .
Recruitment and Participants
The study sample consisted of eight pregnant women, who smoked during their current pregnancies. To examine the experience in-depth, Morse and Field [34] recommend a sample size of about 6 -10 participants for pheno-menological studies. The inclusion criteria specified that a participant must be a pregnant emancipated minor or woman, 19 years of age or older, who smoked or quit smoking during her pregnancy. Obstetricians in the region were contacted to seek their assistance in recruiting participants. The obstetricians were instructed to display posters about the study in their waiting and examination rooms and give those who met the inclusion criteria a pamphlet about it. The onus was on the women to contact the first author at the given phone number or email address on the printed recruitment materials. Also, study posters and pamphlets were distributed to the Healthy Baby Clubs throughout the area. While two of the women learned about the study via obstetricians, six were recruited through the Healthy Baby Clubs. When contacted by a potential participant, the first author explained the study and ensured that self-referred participants met the inclusion criteria. Interviews were arranged with those who expressed an interest in participating.
The mean age of the women in this study was 23.8 years (SD = 3.9 years), with a range of 20 to 31 years. Of the eight women, six had gross annual household incomes less than $20,000 Canadian and two fell between $30,000 and $50,000. With four exceptions, the women had at least some university or college education. One participant graduated from high school, but had no post-secondary education. Three women dropped out of high school. Apart from three stay-at-home mothers and one individual who was unemployed, the women worked. Two individuals were employed full-time and one person worked part-time in the service industry, while another woman held a full-time job in management. All of the women were White and most of the women (n = 5) were married or lived in a common-law relationship. Three of the women were single and had no partner. With only one exception, all of the partners smoked. More than half (n = 5) of the participants were primiparous and three were multiparous. None of the pregnancies were planned and the interviews were completed when the women were between 12 and 33 weeks of gestation. Prior to their pregnancies, two women smoked a pack of cigarettes over a period of 3 days and the remaining participants smoked a pack per day. All but one person started smoking between the ages of 11 and 15. The average duration of smoking was 9.8 years (SD = 5.2 years), with a range of 3 to 17 years. In their stories, four of the women divulged illicit drug use in the past. Two participants were currently enrolled in a local methadone maintenance treatment program. At the time of the study, three of the eight women quit smoking cigarettes. The remaining five women were trying to cut back on their smoking as much as possible, with four women going from a pack to 5 -10 cigarettes daily and one woman currently smoking either her usual, pre-pregnancy pack of cigarettes per day or a "little" less.
Ethical Considerations
Ethical approval for the study was received from the Human Investigation Committee at Memorial University of Newfoundland prior to the commencement of the study. Written informed consent, which included permission to audio record the interview, was obtained by the first author before beginning each interview. During the consent process, the participants were told that a second interview might be requested if the researchers needed to clarify or further explore their thoughts and feelings. In addition, it was pointed out to the pregnant women that some individuals might find it upsetting to talk about their experiences and perceptions of smoking during pregnancy. Every participant was informed that she could decline to answer any question, stop the interview, and/or withdraw from the study at any time, with no penalty. During the course of the study, no participant indicated verbally or nonverbally any signs of discomfort or distress in talking about her experience with gestational smoking. Every interview was conducted in private at a time and place that was chosen by the participant. Two interviews were held in the participants' homes, whereas the other interviews took place in the researcher's office. All of the pregnant women received a $30 grocery gift certificate as a token of appreciation for their participation.
Data Collection
One face-to-face interview with each participant was used to collect data in the study. The first author conducted all of the interviews. During the interviews, each woman was asked to talk about her experience of smoking in pregnancy. To obtain the participant's unfettered story, the researcher asked open-ended questions, such as "Could you please tell me a story about what it is like to smoke during pregnancy?" and "Could you please tell me a story about someone commenting on smoking in pregnancy?" If necessary, to glean more details about the experience, the researcher used probes, such as "How did you feel about that?" and "Could you tell me more about that?" In hermeneutic phenomenology, the interviews are best described as hermeneutic conversations or discussions [27] . Although an interview guide with possible questions was designed specifically for this study, the interviews were informal, flexible conversations with spontaneous questions that allowed the participants to respond in an extended manner. Sociodemographic information, such as age and level of education, were collected at the end of the interview to describe the sample and to help interpret the data. Each interview took 60 to 90 minutes to complete. Participant recruitment and data collection ceased when a good phenomenological gestalt in the text was obtained [35] and no new information was forthcoming from the interviews.
Data Analysis and Rigor
The data analysis was interwoven with data collection and it was informed by van Manen's [27] approach, which includes six research activities: (a) turning to the nature of lived experience; (b) investigating experience as we live it; (c) reflecting on essential themes; (d) writing and rewriting; (e) maintaining a strong and oriented relation; and (f) balancing the research context by considering parts and whole. Although the activities might appear to be a linear process, there is a nonlinear, dynamic interplay between all of the activities [27] .
Our research team consisted of two experienced phenomenological researchers (C.M. and S.S.), one member with extensive experience and expertise in perinatal health care (L.B.), and one member with substantial research and professional experience in the areas of respiratory health and illness, smoking, and smoking cessation (S.S.). The audio-recorded interviews were transcribed verbatim into written text. The transcripts were read multiple times and reflected upon by each researcher independently. In hermeneutic conversations, participants also reflect on their experiences and the interviewer and interviewee collaborate on interpreting the significance or meaning of these experiences [27] . Consequently, the first author identified some tentative themes in conjunction with the participants. Further theme development was accomplished by the first author through van Manen's [27] six interrelated research activities. For example, the researcher used van Manen's selective approach and the four existentials (i.e., lived body, lived time, lived space, and lived human relation) to reflect on and analyze the transcripts. Moreover, the researcher dialectically considered parts of the text and the larger context provided by the whole text. Provisional themes were discussed and refined by the first two authors and the finalized themes were agreed on by all of the researchers.
Throughout the research process, we used the following verification strategies for establishing reliability and validity in qualitative research: investigator responsiveness, methodological coherence, concurrent data collection and analysis, and sampling sufficiency [36] [37]. We set aside or bracketed the knowledge we garnered from our clinical experience and literature review on gestational smoking [36] . This helped us to stay open and listen to the women's stories without imposing preconceived ideas on the data. The research question, method, and data and analytic procedures were consistent with van Manen's [27] hermeneutic phenomenological approach. We kept an audit trail so that other researchers could follow the entire research process. The data collection and analysis occurred simultaneously. We continued to collect data until there was a gestalt in the text and redundancy in the interviews. Furthermore, we independently ensured that the themes fit with the data.
Results
We identified 4 main themes (i.e., living in a smoking world, suddenly finding myself on a moral low road, navigating my own way to a high road, and not preparing for postpartum smoking pitfalls) and 11 subthemes in the women's stories of smoking in pregnancy (see Table 1 ). Pseudonyms are used as each main theme and accompanying subthemes are discussed.
Living in a Smoking World
Two subthemes were subsumed into the theme of living in a smoking world: (a) being immersed in a smoking world; and (b) obtaining salubrious effects from smoking. Living in a smoking world was at the core or essence of the experience because all of the other themes stemmed from it.
Being Immersed in a Smoking World. While recounting their stories, the women revealed information about their background or "situatedness" in the world [27] (p. 101). It was evident that all of the women's lives were steeped in smoking. The women were surrounded by a large circle of smoking family members and/or friends. Some of the participants remarked about a cycle of smoking within families. In her statements below, Jennifer shared her belief that smoking ran in families and that it was a matter of fate or destiny: At the beginning of their pregnancies, smoking was firmly entrenched in their everyday lives. All of the women discussed at length a number of activities (e.g., relaxing, taking a break from work, socializing, eating, and drinking coffee or alcohol) or experiences (e.g., feeling stressed or unhappy) that they associated with smoking. The smoking-associated activities (e.g., eating) were dispersed throughout the entire day. In effect, they had no reprieve from smoking because it was incorporated into every nook and cranny of their lives as a "routine" or "habit". As illustrated in the following quote by Jessica, smoking engulfed their lives to such a degree that it was taken-for-granted: "My parents smoke. All my friends smoke. Everybody smokes. I smoked. I didn't think it was a big deal." Brittany also explained: I never really thought about quitting smoking ...until like now that I'm pregnant and before it never even crossed my mind to even consider quitting.... You're so used to it and it just goes hand-in-hand like with everything you do.... It's just like it's second nature.
Obtaining Salubrious Effects from Smoking. The meaning of smoking to the pregnant women in this study was embedded within their stories. Lurking just below the surface of their words was the idea that smoking was paradoxically providing the women with immediate health-related benefits as it threatened to rob them of their long-term health. The women all acknowledged that ultimately smoking can be detrimental to health and it is lethal. For instance, when her family doctor questioned her about being aware that smoking is "venom," Stephanie replied, "Yes, yes, I'm not an idiot. I've read the cigarette packs and how it's going to kill me." However, as voiced by Ashley, the women did not sense any immediate danger to their health: For the time being, smoking had therapeutic qualities and promoted a sense of well-being. All of the women used smoking as an escape from either stress or boredom and, from their perspective, they attained emotional stability by smoking regularly. Let us listen to Amanda as she referred to these points: I don't think it's healthy in the long run for me.... It's just if I don't have a cigarette or if I have no cigarettes around me, I kind of go crazy.... When I tend to smoke more often or, you know, more of a constant kind of thing is when I'm stressed ...something kind of just patters me here in ...my head. I just feel like smoking would calm me for some reason and I just kind of go with it.
In the following passages, Ashley exposed other alleged health-enhancing or maintaining effects of smoking:
[Smoking cigarettes] was a really big help with like weight loss because it ...kills your craving for hunger and it was ...causing health like, you know, positive things.
The rest of my friends, like they're fine if I have a smoke because they don't want ...my blood pressure go up and have me end up in the hospital because I do have high blood pressure.
After a meal I still have to have a smoke because you're just so full and having a smoke just relieves so much like fullness in your stomach and just makes you feel ...like everything is properly going.
In telling their insightful stories, women in the study couched smoking in other ways, which also signified that the meaning of smoking went beyond smoking as a coping strategy. Besides referring to smoking as "your little friend," ironically, it was also described as "your fresh air" as though it should fall under the rubric of the necessities of life. Along the same lines, in the excerpt that follows, Stephanie replaces sustenance from food with cigarettes: "My breakfast was coffee and [a] cigarette and my lunch was coffee and [a] cigarette."
Suddenly Finding Myself on a Moral Low Road
The theme of suddenly finding myself on a moral low road derived from four subthemes: (a) becoming unexpectedly pregnant; (b) smoking on autopilot; (c) being subjected to judgment and condemnation; and (d) suffering emotionally.
Becoming Unexpectedly Pregnant. Against the backdrop of a smoking world all of the women became unexpectedly pregnant. A couple of participants had previously speculated about starting a family. Nevertheless, the timing of their pregnancies was not anticipated and they were caught off guard by their pregnancies along with the other women. The unexpected nature of their pregnancies was captured by Amanda, for example, in her recollection of events: "Well, I didn't plan on becoming pregnant.... When I found out I was pregnant, it was definitely a shock."
Smoking on Autopilot. Despite knowledge of their pregnancies, the women carried on smoking as usual because it was "second nature" to them. Stephanie shared, "So I was only 4 weeks along when I found out [I was pregnant] and ...it didn't sink in. Nothing had sunk in. I was still smoking." The amount of time they smoked on autopilot varied among the women. As expressed by Jennifer, it took a wake-up call to snap them out of this mode of being: Being Subjected to Judgment and Condemnation. All of the women in the study linked smoking in pregnancy with judgment and condemnation. For several of the women, the wake-up call during their smoking on autopilot came in the form of judgment and condemnation from others. At that time, the women entered what Heidegger [38] referred to as an "unready-to-hand" mode of engaging in the world (p. 103). Smoking as a taken-for-granted way of coping in the world suddenly became inappropriate. This drove future smoking in pregnancy underground, whereby the women would only smoke around a small inner circle of family members and/or friends. Suffering Emotionally. As depicted in the following account by Nicole, women in the study also harboured feelings of anxiety and guilt on account of smoking in pregnancy: "I really wish I could [quit] now. It stresses me out ... [and] a major thing too is I feel really guilty when I smoke." In the turmoil of feeling a strong desire to smoke due to their addiction, yet feeling a tremendous sense of guilt over the behavior, the women naturally used defense mechanisms in response to their anxiety. Nicole was well aware that she used "excuses" to "defend" her smoking: 
Navigating My Own Way to a High Road
The theme of navigating my own way to a high road stemmed from three subthemes: (a) being left to my own devices; (b) encountering roadblocks to quitting; and (c) aiming for a high road by cutting down or quitting.
Being Left to my Own Devices. The women were dealing with an unexpected pregnancy and they were attempting day-by-day to cut down or quit smoking, which they said was "really hard" and "difficult." In spite of this situation, a predominantly lonely picture emerged from their narratives. While some of the women spoke about a supportive partner or family member, they were basically on their own to figure out how to cut down, quit, and/or stay quit. Ashley observed, "No one really talks about it 'cause it's actually so frowned upon." A sense of being abandoned by the health care professionals in their lives permeated their accounts. Sarah brought this to the fore when she said, "All ... [my doctor] did was give me a big lecture and send me on my way." Encountering Roadblocks to Quitting. All of the women in this study faced some form of a roadblock or barrier to quitting, but those who quit smoking managed to find a way around roadblocks and avoided others. In Jennifer's situation, a roadblock she encountered came in the form of misinformation from a health care provider:
[The Public Health Nurse] said to me, "You shouldn't have stopped [smoking] when you did.... Well, you were 2 months when you found out right?" I was like, "Yup." She said, "You should have kept on going. The baby was already starting to get immune to the smoke."
According to Jennifer, she would have heeded the nurse's advice and would not have quit smoking, if she had not already done so.
Aiming for a High Road by Cutting Down or Quitting. In the face of tremendous external and internal pressure to change their smoking behaviors, three of the eight pregnant women quit, whereas the remaining women attempted to cut back on their smoking, with varying levels of success. The belief that cutting down was as good as, or even better than, quitting flourished among the women. Even women who quit smoking had heard this myth and wondered about its accuracy. All of the women strived for a moral high ground in their own way by cutting down or quitting. Jessica illustrated how quitting was the "right" thing for her to do: "So I just stopped smoking and my boyfriend hated it. He told me I might as well get an abortion if I'm gonna be smoking. He said, 'Cause ...[smoking in pregnancy is] not right to do.'" In contrast, Ashley got the message that cutting down was acceptable:
[My friend] said, "I know you're not gonna quit ...but if you can cut down to one or two a day then [that's good, but] ...if I ever see you with alcohol in your hand, oh buddy, I'll kick your ass! Or if I ever see you with any drugs, ...I'll kick your ass!" ...but she's fine with the smoking, as long as I don't do anything else.
Not Preparing for Postpartum Smoking Pitfalls
The fourth and last theme of not preparing for postpartum smoking pitfalls consisted of two subthemes: (a) being informed about postpartum smoking pitfalls; and (b) taking a wait-and-see approach.
Being Informed About Postpartum Smoking Pitfalls. All of the women, including those that had quit, were informed about some problems and dangers with postpartum smoking. For example, participants heard and knew about the hazards of second-and third-hand smoke. However, given that the pregnant women in this study were managing an unexpected pregnancy and their addiction to smoking on a day-to-day basis, they were caught up in the immediacy of their lives and they were not focused on the postpartum period. When prompted to think about this time, they spoke about pitfalls of postpartum smoking. Nicole's comments are a case in point:
I don't want ...any breathing problems because I want to be able to play [and] Taking a Wait-And-See Approach. As exemplified by Jennifer's statement that follows, the women's decisions about smoking postpartum were left up in the air: "We'll see how it goes after the baby's born and if it goes good, I might actually stay quit, but if it goes the total opposite way, I may pick it up." Although they knew about postpartum smoking pitfalls, none of the women made concrete plans or prepared to either quit or stay quit following the birth of their child. In effect, they were saying they would "cross that bridge when they came to it."
Discussion
The women's stories in this study corroborated and expanded on themes emanating from other qualitative inquiries in this area of research. In particular, women in other studies also reported feeling guilty and ashamed about smoking cigarettes while they were pregnant and hiding their gestational smoking from others due to the stigma associated with the behavior [17] [23] [25] [26] . As pointed out in this study and Edwards and Sims-Jones' [25] research, pregnant women who smoke are demonized in our society. Smoking in pregnancy runs counter to the social construction of the "good" mother as a selfless nurturer [23] [39] . In light of the emotional suffering that accompanied the experience of smoking in pregnancy, health care guidelines, interventions, and resources aimed at helping pregnant women who smoke need to incorporate a nonjudgmental, supportive approach. Furthermore, given the stigma surrounding the experience, which drove smoking underground and isolated the women, nurses, health care professionals, and resources about smoking during pregnancy need to convey the message that the women are not alone. For instance, before the provision of statistics on gestational smoking in the recruitment pamphlet for this research, we stated, "If you smoke now or have smoked during your pregnancy, you are not alone." Feedback from the participants in this study suggested that this opening statement facilitated the women disclosing their smoking status and coming forward to participate in the study.
This study adds to the existing body of knowledge on the experience of smoking in pregnancy by elucidating the participants' situatedness in the world. It was evident in their stories that they lived in a smoking world and the pregnant women who continued to smoke relied heavily on smoking to cope and survive in this world. While other researchers of qualitative studies on smoking in pregnancy have uncovered that smoking is an important means of coping with stress [16] - [18] [22] [25] , participants in this study revealed that smoking means more than a coping strategy. The women believed that smoking confers health benefits and cigarettes even had a connection with necessities of life (i.e., air and food). Not only did smoking provide personal health benefits, but also the women heard from others that smoking in smaller amounts was as good as, or even better than, quitting for the baby's well-being. Recent research and commentary show that nurses and other health care professionals cannot afford to rest on their laurels and let circulating myths about smoking flourish. Ribisl and Jo [40] , for example, noted that tobacco control is losing ground in the era of the web, which is a very fertile breeding ground for pro-tobacco content.
The ideas that smoking tobacco has healthful side effects and is related to necessities of life are actually in keeping with historical views of tobacco. Historically, tobacco was an important bridge between the mortal and spiritual realms and in South and North American tribes, tobacco was used by shamans to heal, cleanse, and even revive the dead [41] [42] . Tobacco smoke was food for the Gods and, in return, the Gods brought good fortune and protected the person's life and health [42] . The word smoke derives from the Old English verb smocian meaning "to drive out or away or into the open by means of smoke" [43] . From the early 15th century, the Spanish and Italian words tabaco and tabacco referred to medicinal herbs [43] .
According to the women's narratives in this study, the health care professionals they interacted with played a role in the perpetuation of misinformation. Allegedly, along with providing erroneous and potentially harmful information in one instance (see the quote from Jennifer under the subtheme encountering roadblocks to quitting), the women were essentially left to their own devices in trying to deal with smoking during pregnancy. Pregnant women in other studies have complained about a lack of sufficient smoking cessation help and advice from their health care providers [14] [20]- [22] [24] . It is imperative that nurses and other health care professionals remain current on smoking cessation clinical practice guidelines that pertain to pregnant and breastfeeding women. By doing so, health care professionals can provide accurate information and ongoing smoking cessation support to these women. Pregnant women who smoke should also be referred to other professional smoking cessation services, such as the Canadian Cancer Society Smokers' Helpline. The focus of gestational smoking reduction interventions should include women's health and decrease the stigma associated with the behavior [44] [45]. Also, as tobacco use plays a critical role in couple relationships [46] forming a potential source of conflict during pregnancy [47] and partner smoking is linked with gestational smoking [29] , it is of the utmost importance for nurses and other health care professionals to have separate smoking cessation interventions for expectant and new fathers [48] .
We endorse a multi-pronged approach to smoking cessation that includes a traditional method of delivery by health care professionals, as well as a train-the-trainer model of delivery. Training lay volunteers, who have first-hand knowledge of the experience of smoking in pregnancy, to deliver health education in this area might be well-received. Researchers have indicated that pregnant smokers value smoking cessation advice from other pregnant women who smoked in the past [19] . Moreover, as an unexpected pregnancy and smoking social networks helped set the stage for gestational smoking in this study, nurses and other health care professionals need to move further upstream in their smoking prevention and cessation strategies to target child-bearing age women and men. Such strategies should take advantage of modern communication platforms like Facebook and YouTube to reach this young audience. However, there is some research evidence suggesting that scare tactics, which are the mainstay of many anti-tobacco campaigns [49] , should be used judiciously with this age group. Currently, psychological researchers tell us that cigarette warning messages related to death backfire and have the ironic and unintended effect of producing more positive attitudes toward smoking in younger age groups, who are more likely to base their self-esteem on smoking [50] .
The findings generated from this study also provide new insights into the perceptions of postpartum smoking and associated behaviors among women who smoked in pregnancy. The participants in this study took a wait-and-see approach to postpartum smoking, although they knew about problems and dangers with smoking following the baby's birth. This wait-and-see approach amounted to a missed opportunity to have supports in place for quitting or staying quit during the postpartum period. This is critical because pregnant women who quit often resume smoking postpartum [45] . The period of transition to motherhood, in and of itself, is also recognized as a potentially stressful life event [51] and the women clearly used smoking as a coping mechanism. We strongly recommend that nurses and other health care professionals provide anticipatory guidance and help women to prepare for and meet the challenges of quitting and staying quit during this vulnerable time.
The findings of this study should be interpreted with some caution. The participants in this study were self-selected and it is possible that any pregnant woman who knew about the study, but chose not to participate might have had different experiences of smoking in pregnancy. In addition, the study findings were based on a single interview with each participant. Although we had rich data and the participants were encouraged to reflect on their experiences and possible themes during the interview, it is conceivable that further interviews might have produced other findings. Nevertheless, when it comes to a phenomenological hermeneutic interpretation of an experience, as Gadamer [52] reminded us, "It would be a poor hermeneuticist who thought he could have, or had to have, the last word" about it (p. 581). On a final note, we could not tap into the experience for Aboriginal women, as all of our participants were White. Further research is needed to fill this void in the literature.
Conclusion
This study contributes to the small body of research on the whole experience of gestational smoking. All of our participants lived in a smoking world and smoking completely infiltrated and was firmly entrenched in their everyday lives. The findings revealed that smoking in pregnancy meant more than a coping strategy for the women in this study. Smoking was a means of attaining health and wellness in the here and now. Smoking had immediate health benefits and they needed it to function and live in their lifeworld. With a better understanding of what smoking means to pregnant women who smoke, nurses and other health care professionals need to collaborate with these women, who feel abandoned and demonized. Using holistic smoking cessation approaches with life-altering solutions based on up-to-date research and clinical best practice guidelines, health care professionals can help these women forge a new and lifelong way to health and wellness.
